As the nation's foreign-born population continues to increase, the importance of understanding cultural, ethnic, and religious differences to combat racial/ethnic disparities in access to and utilization of healthcare services intensifies. In Alabama, specifically, the shifting migration patterns and the growth of the foreign-born population have altered the state's demographics, introducing new cultures and languages to this traditionally biracial state. Because Alabama general hospitals are not immune to the widespread cost, access, and quality paradox that plagues every healthcare organization, they too must consider the value of cultural and linguistic competence in providing high-quality, cost-effective care.
R ecent literature on the proper treatment of foreign-born patients stresses the need for healthcare providers to be aware and to have an understanding of different cultures. As this segment ofthe population grows, presently accounting for more than 12 percent of the nation's total population, the need to eliminate racial/ethnic disparities in access to and utilization of healthcare services intensifies. The importance of understanding cultural, ethnic, and religious differences in the delivery of healthcare has gained vast attention, as racial and ethnic disparities in healthc?' . nave continued to grow and the focus of educators, policymakers, insurers, and providers has turned toward ensuring the efficacy and quality of care given to diverse patient populations (Betancourt et al. 2005 ).
People's beliefs and practices related to health and illness are infiuenced by their culture. Luckmann (1999, 22) argues that culture shapes an individual's world view and "provides each person with specific rules for dealing with the universal events of life-birth, mating, child-rearing, illness, pain, and death." Gulture affects an individual's ideas about illness prevention, expectation and acceptance of treatment, and degree of comfort with his or her healthcare provider. Therefore, it is crucial for providers to be aware ofthe similarities and differences in cultures; to know cultural values, beliefs, and practices; and to respect patients and their diversity. With such a basis, providers can modify their practices to improve the delivery of care.
A number of studies show that misunderstandings that stem from cultural differences and language barriers have resulted in poor patient-provider relationships, incorrect diagnosis, lack of informed consent, a greater number of tests performed, decreased patient compliance with physician directives and follow-up care, increased costs, lower patient satisfaction, and even malpractice suits (Baker, Hayes, and Fortier 1998; Hampers et al. 1999; Garrasquillo et al. 1999; Ferguson and Gandib 2002; Herndon and Joyce 2004; Ku and Flores 2005) . In 2001, acknowledging the challenges associated with the increased use of public-funded services as a result ofthe growth ofthe foreignborn population. President Glinton signed into law "Executive Order 13166: Improving Access to Services for Persons with Limited English Proficiency." The law mandates all agencies and organizations that receive federal monies to provide meaningful access, in the form of interpreters and translated materials, to the growing number of individuals who are not proficient in the English language (DOJ 2001) . Quickly thereafter, the U.S. Department of Health and Human Services's (HHS) Office of Minority Health developed the National Standards for Culturally and Linguistically Appropriate Services in Health Care-the first comprehensive and nationally recognized standards to guide healthcare professionals in their efforts to provide culturally and linguistically appropriate care. The 14 standards are grouped into three themes: (1) culturally competent care, (2) language access services, and (3) organizational supports for cultural competence. Standards related to culturally competent care and organizational supports are offered as guidelines. Only the standards related to the second theme-language access services-are required by law.
Historically, the foreign-born population tended to settle in largely diverse, metropolitan areas, such as California, New York, Texas, and Florida. The healthcare systems within these states have undergone significant changes to meet the language needs of their foreign-born communities. Providing for patients' needs may require that hospitals employ various methods to address and overcome various language and cultural barriers. For example, one hospital in Texas combined having staff interpreters with placing signs in all patient areas, conducting training sessions for staff, and employing outside consultants ). An academic institution in Washington, DC, formed a partnership with a local clinic to provide services specifically for the Latino community (Stevenson, Elzey, and Romagoza 2002) . A health system in Massachusetts provides patients who are limited-English proficient with a variety of language access services, including scheduling interpreters to be present at appointments, offering translated forms and documents, and having staff interpreters frequently make rounds (Keefe 2005) . These and other programs throughout the country suggest that numerous hospitals recognize the implications of language and cultural barriers to the effective delivery of patient care.
California, New York, Texas, and Florida still have the highest percentages of the foreign-born population. However, states that were previously impervious to a diverse population are suddenly being introduced to new cultures and languages (Census Bureau 2003) . These states include much of the South: "Across a broad swath of the region stretching westward from North Carolina on the Atlantic seaboard to Arkansas across the Mississippi River and south to Alabama on the Culf of Mexico, sizeable Hispanic populations have emerged suddenly in communities where Latinos were a sparse presence just a decade or two ago" (Kochhar, Suro, and Tafoya 2005, i) . Traditionally a biracial region, the South is now home to nearly 30 percent of the nation's foreign-born population (Census Bureau 2004) . Kochhar, Suro, and Tafoya (2005) attribute this increase to the region's thriving economy. The growth in industries such as manufacturing and construction has become a magnet for foreign-born workers who are seeking employment. Kochhar, Suro, and Tafoya (2005, i) also state that while the growth in the overall foreign-born population and in the economy "are not unique to the South, [these two factors] are playing out in that region with a greater intensity and across a larger variety of communities-rural, small towns, suburbs and big cities-than any other part of the country." Ciamarra (2005) 
Data and Analysis
We created a questionnaire that consisted of both open-and closed-format questions. These questions were developed using the National Standards created by the Office of Minority Health (HHS 2001) . Through these guidelines, the Office of Minority Health suggests a number of ways that healthcare providers can address the challenges associated with establishing culturally and linguistically competent practices. We also used HHS's (2005 We assessed the application of the National Standards with the use of nominal-level variables (1 = yes, 0 = no) and ordinal-level variables (five-point Likertlike scale, where 1 = strongly agree, 2 = agree, 3 = neither agree nor disagree, 4 = disagree, and 5 = strongly disagree). Then, we examined the percentages for each variable. The ordinal variables using Likert-like scale responses were collapsed to 1 = agree (includes strongly agree and agree responses), 3 = neither agree nor disagree, and 5 = disagree (includes strongly disagree and disagree responses). We analyzed the data using Chi-square test statistic to determine if responses differed by ownership, county, bed size, or system membership. Table 1 shows the characteristics of the sample. CEOs from 59 of the 101 hospitals responded to the survey, representing 58.4 percent of the total population of Alabama general hospitals. Questionnaires with missing data were excluded from the study, resulting in a final sample of 53, or 52.5 percent. The sample included more public hospitals (41.5 percent) than private, nonprofit (32.1 percent), and for-profit (26.4 percent) hospitals, and the overwhelming majority of the hospitals were located in rural counties (69.8 percent). More than 49 percent of the hospitals had 100 beds or fewer; 47.1 percent had between 101 and 500 beds; and 3.8 percent had 501 beds or more. Finally, 56.6 percent of the hospitals belonged to a health system.
RESULTS

Sample Characteristics
We compared the mean characteristics of this sample to the overall population of general hospitals in Alabama, using Chi-square analysis to determine response bias (see Table 1 ). No significant differences were found in terms of ownership, bed size, or belonging to a health system. However, the sample did differ in terms of location (urban or rural) from the overall hospital population in Alabama.
CEO Responses
First, CEOs were asked regarding the growth in non-English-speaking or limited-English-speaking patients in their organization and whether they believed that this increase posed future problems for their hospital. More than 71 percent of CEOs indicated they had witnessed this increase within the last year. Respondents believed that this growth could cause future cultural (more than 62 percent) and linguistic (more than 83 percent) problems.
Next, CEOs were asked to indicate their level of agreement or disagreement with a series of statements related to the provision of culturally and linguistically appropriate services at their hospital; CEOs were also asked to rate their hospital's commitment to the delivery of such services. These findings are summarized in Table 2 . Regarding the question about whether or not culturally appropriate care was part of the hospital's mission, the majority of CEOs (56.6 percent) agreed that such care was included in their mission statement. Our Chi-square analysis revealed that responses to this question significantly differed depending on location: CEOs at rural hospitals were more likely to agree than those at urban hospitals. A smaller percentage of respondents (41.5 The majority of CEOs indicated that their hospital had written policies and procedures to ensure the provision of culturally (58.5 percent) and linguistically (77.4 percent) appropriate services. CEOs of hospitals that were members of a health system were significantly more likely to agree to this statement. In spite of the high agreement, however, only 18.9 percent indicated that a specific person or department had been charged with promoting cultural competence within their hospital. CEOs of nonprofit and public hospitals were significantly more likely to disagree with that statement than the respondents from investor-owned hospitals.
Thirty-four percent of the hospitals maintained current information on new cultural groups that moved into their service area. Hospitals that belonged to a health system were significantly more likely to maintain such cultural information than were nonsystem hospitals. Fifty-nine percent of hospitals maintained current epidemiological profiles of their service area. Public hospitals were significantly more likely to collect epidemiological information than were investor-owned and nonprofit hospitals. More than 41 percent of respondents indicated that their hospital regularly worked or consulted with their community's cultural, ethnic, and religious groups regarding the forms of care and services that should be made available to members of those groups. More than 66 percent agreed that the cultural demographics of their workforce mirrored those of their service area. Table 3 presents the findings related to the provision of language access services. CEOs were asked if they had trained interpreters on staff and, if so, for what hours or shifts and in what languages were they available. More than 49 percent indicated that they had such trained interpreters on staff The most often-cited available language was Spanish, representing 84.6 percent of the responses. Cerman, Korean, Mandarin, Chinese, and Swahili were also among the languages listed by respondents. Respondents who indicated that their hospital did not have trained interpreters on staff were asked to select closedended answers that might explain the challenges in providing this service. Nearly 96 percent cited difficulty in finding a trained interpreter in their area. As expected, hospitals that cited this specific difficulty were significantly more likely to be located in rural rather than urban areas and had smaller (less than 100 beds) rather than larger bed capacity. Furthermore, 80 percent of respondents indicated that non-Englishspeaking or limited-English-speaking patients generally brought a family member or friend to help translate.
Although the CEOs generally acknowledged the language challenges facing their facilities, only 18.9 percent of respondents agreed that they gave hiring preference to bilingual candidates. Of these respondents, 70 percent indicated they preferred Spanish-speaking candidates, and 30 percent did not specify a preferred language. The lack of hiring preferences did not preclude the CEOs from recognizing the need for healthcare practitioners to learn a second language (77.4 percent agreed). There was a significant difference between those who agreed (public hospitals) with that statement and those who did not agree (investor-owned and nonprofit hospitals). Interestingly, only 13.2 percent offered free foreign-language classes (generally Spanish) to interested employees. Rural and smaller hospitals were significantly less likely to offer this service than were their urban and larger counterparts. The final workforce-related question asked if the CEOs considered it a current priority to develop a culturally and linguistically competent workforce. More than 43 percent agreed that this was a priority. However, as with the previous question, rural hospitals viewed a culturally and linguistically competent workforce as less of a priority than did urban hospitals.
Delving further into the issue of language access, CEOs were asked if their hospital subscribed to a telephone interpreter service. The overwhelming majority of respondents (79.2 percent) indicated that their hospital did subscribe. Nonprofit, rural, smaller, and system hospitals were all more likely to use telephone interpreter services than were their respective counterparts. Respondents who did subscribe indicated that the service was available 24 hours a 
DISCUSSION
The findings reveal that Alabama general hospitals were indeed witnessing an increase in the number of non-Englishspeaking or limited-English-speaking patients and were taking the initial steps necessary to offer culturally and linguistically appropriate services. Many of the resources necessary to promote and monitor these services, however, were not readily available. As expected, when the responses were grouped by organizational characteristic, we found significant differences. Clearly, the challenges related to meeting federal guidelines varied from hospital to hospital. These challenges were likely driven by not only the perceptions of the CEOs but also by resource constraints that faced certain hospitals.
Approximately one-third of respondents agreed that their hospital maintained current information on cultural groups that were moving into their service area, and less than 40 percent indicated that they regularly worked with cultural, ethnic, and religious groups in their communities to determine the forms of care and services that should be made available to members of those groups. The National Standards stresses the need for healthcare providers to periodically collect information regarding new cultural groups that move into their service area. Awareness of these incoming groups not only gives hospitals the opportunity to learn about the appropriate forms of care and services for such groups and to subsequently train their staff, but it also allows hospitals to ensure that these groups are adequately represented in their workforce and throughout all levels of the organization.
Our findings indicate that Alabama hospitals did not have a specific person or department charged with promoting cultural and linguistic competence. The National Standards argues that designating a specific person or department to develop, implement, and maintain cultural and linguistic competencies ensures that these competencies are executed throughout the organization and are continuously monitored for improvement opportunities. "For example, having qualified interpreters and translated materials available at the time of need is nearly impossible without designated staff who are responsible for organizing and dispatching the services" (HHS 2001, 84) . Not designating a specific person or department with the responsibility of overseeing the implementation and maintenance of these competencies may suggest to others in the organization that the initiatives are not important. Lack of accountability may also result in poor or improper implementation, training, and evaluation.
To develop a comprehensive strategy for the organization, hospitals may consider assembling a committee or task force composed of employees and managers from different departments and units. This committee can collaborate with various departments to devise training programs, clinical protocols, and evaluation processes. Initially, the committee can play a more active role in guiding departments through the implementation process. Once the new processes are employed, the committee can then simply monitor departmental progress and periodically evaluate outcomes and make changes where necessary. The committee, however, must have strong upper-management support for the purposes of legitimacy and longevity. Raso (2006, 56) argues that "the glue that ties [cultural competence] all together is leadership." It is a transformational process that requires leaders to transform their vision and to adopt a new paradigm for their organization. Achieving cultural competence requires a spirit of inclusion and the belief that differences are valuable. Dreachslin (1996) adds that leaders are essential to fostering an environment of acceptance and understanding. Only when this acceptance and understanding is reached will patients benefit from the provision of culturally appropriate care.
As expected, a large percentage of CEOs indicated that they did not have trained interpreters because of the difficulty in finding individuals in the area who were qualified to serve as interpreters. The respondents also indicated that non-English-speaking patients generally brought a family member or friend who could help translate. These findings raise serious concerns regarding equity and the quality of care provided to nonEnglish-speaking patients. Flores (2006, 231) argues that "such interpreters are considerably more likely than professional interpreters to commit errors that may have adverse clinical consequences." Family members or friends may not be familiar with certain medical terms or procedures, and this results in improper translation of information. In some cases, the family member or friend may decide not to worry the patient with a certain test result or the potential side effects of a procedure, resulting in a lack of true informed consent. A family member or friend may also be put in an uncomfortable situation by having to discuss a medical problem that is of a serious or personal nature, resulting in the lack of privacy. The National Standards states that family members or friends should only be used as translators when the patient specifically requests them and refuses the trained interpreter provided by the hospital. Family members or friends should not be relied on as a primary source of interpretive services.
A means of combating the problem of finding qualified candidates to serve as trained interpreters may rest in the National Standards's suggestion that hospitals "grow [their] own" staff. This method consists of hiring individuals who are actively involved in their racial/ ethnic communities and training them to act as cultural brokers and interpreters. They can serve as a bridge between the hospital and the cultural group, helping newcomers learn about this country's healthcare system and helping the hospital learn about the group's cultural values, beliefs, and practices.
Throughout the United States, several healthcare organizations that serve a large population of Latinos have successfully employed health promoters or "promotores de salud" (Migrant Health Promotion 2005) . Under this model. which is similar to the "grow your own" staff model, health promoters work with the community leaders ofthe cultural group to distribute information on what health resources are available and how to access those resources, including immunization and well-baby care. These healthcare workers also promote the advantages of a healthy lifestyle, providing tips on quitting smoking, exercising, and having regular medical checkups.
The South is now home to 29.2 percent of the foreign-born population in the United States. Subsequently, the number of non-English-speaking or limited-English-speaking patients is rising, as is the likelihood of misunderstandings, medical errors, and feelings of frustration over patient-provider encounters. As this segment ofthe population continues to grow, Alabama general hospitals will be forced to become culturally and linguistically competent to enable them to lessen barriers to access, obtain adequate information for diagnostic and treatment purposes, and provide high-quality care to all patients. The need for hospitals to develop a culturally competent workforce and to make interpretive services available will intensify as hospitals struggle to provide appropriate and equitable care in a costeffective manner.
Limitations
As a descriptive project, this study has several limitations. Eirst, the sample was restricted to only general medical and surgical hospitals in one state. The findings, therefore, cannot be generalized to all the states but may be suggestive for states that are culturally and demographically similar to Alabama. Another factor that affects the study's generalizability is the sample size. Even though the number of usable surveys represented slightly more than 50 percent of the population, we acknowledge that the results reflect the perceptions and actions of only 53 hospitals. Nonetheless, we still believe that the perceptions and actions of these CEOs are pertinent to our understanding ofthe challenges that face hospitals in areas that are undergoing population changes. The perspectives of the CEOs in this study may be representative of CEOs in other states that are also undergoing similar demographic changes.
Second, the questionnaire was addressed to the hospitals' CEOs; however, as noted earlier, it is not clear who, within these hospitals, completed the survey. Civen the nature of the questions, and if the CEO did not answer the survey, someone with sufficient and accurate organizational knowledge equivalent to that ofthe CEO was the likely respondent. Third, the study lacked a causal model. The purpose ofthe study was merely to describe the perceptions and activities of CEOs in Alabama hospitals. Therefore, no conclusions were drawn regarding the factors that influenced CEO behavior or actions.
Finally, no pre-testing of the survey instrument was performed. Although pre-testing is certainly the best way to test our questionnaire, the underlying goal of this project was to determine the alignment of hospitals with current federal guidelines on cultural and linguistic competencies. Therefore, the questions were developed using the language from the National Standards. W hen we were asked by the authors to review this article, we questioned the relevance of the experiences of Alabama hospitals to Louisiana hospitals. After reviewing and discussing the findings in this article, however, we have a deeper appreciation for the potential "take aways" of this study and its implications for Louisiana and other hospitals.
This article is a quick read, well organized, and well written. It makes a clear distinction between being linguistically competent (through provision and use of interpretive services) and being culturally aware (through full transparency of ethical and moral decisions). The use of interpretive services, such as the AT&T interpretation line, meets the linguistic needs of an institution. However, the organization's goal to meet patients' cultural needs is more difficult to accomplish, requiring a proactive commitment and a deeper understanding of cultural competence issues. This article provides examples of cultural programs and processes that are both feasible and replicable.
The study surveyed CEOs of acute care hospitals in Alabama. The findings indicate that responding CEOs were aware of cultural and linguistic issues in their respective organizations. They also recognized that complex solutions were needed to more appropriately prepare their institutions and workforce and that quick fixes in access to linguistic services do not address the matter of cultural sensitivity in healthcare delivery. Leaders at our institution recognize this truth as well.
By completing a baseline assessment, your institution's awareness of the issues surrounding competence is increased. For example, as a result of reviewing this article, we incorporated cultural and linguistic competency elements into our quality and performance improvement plan as well as into our human resources recruitment and development plan. Our initial steps involved reassessing our community population to identify changing demographics and reviewing our workforce to evaluate any shift. After Hurricane Katrina, the demographics of Baton Rouge shifted, signaling a need for us to add questions to our employment application process to better identify bilingual applicants. The article's recommendation to include community representation (connectivity with the community) to ensure a culturally diverse community advisory group intrigued us. Although our institution has not yet considered this concept, we have supported an internal diversity committee for more than five years and have done much to address cultural competency among our staff. One tool that our institution has used to address personal bias in culturally sensitive situations is our Dialogues on Racism Program. This six-week program brings staff together once a week for a facilitated discussion on tolerance. The participants discuss how racism becomes institutionalized and perpetuated in organizations and explore ways to open communication and address bias. At our facility, the CEO, COO, members of the senior management team, and leadership staff have all participated in the program.
The article did not address the medical staff-a key constituent of any healthcare institution. Including and engaging this influential clinical group in cultural and linguistic programs is imperative. The article indirectly raises the issue of providing care to illegal immigrants, as opposed to documented foreign-born citizens. When a small number of undocumented people are present in a community, we recognize their uniqueness. But when that number rises to a critical mass, the dynamics at play warrant a change in the system and challenge our response to this cultural issue. The issue then is viewed as problematic rather than met with sympathetic consideration. Civen the current political debate about naturalization of illegal immigrants, it becomes even more paramount for institutions to know their community's cultural and linguistic needs sooner rather than later.
As we continue our journey to identify programs, processes, and solutions to address cultural, ethnic, and religious differences among those who give and receive healthcare in our facilities, this article provides a guideline. It renders an opportunity for self-assessment so that we can be more aware of avenues for improvement, and it provides practical suggestions for implementing an extensive host of recommendations.
